Introduction
Urinary incontinence (UI) in women constitutes a very significant problem for the individual, her family and health care services. UI (including overactive bladder, stress, urge and mixed incontinence) is thought to affect around 9.6 million women in the UK [1] and is a reported symptom of up to 46 % of patients attending primary care clinics [2] . However, as precise prevalence estimates are difficult to ascertain because of under-reporting, it is conceivable that the actual number of people with UI is considerably higher [2] . This shortfall in presentation is thought to be due to a range of reasons such as symptom severity, embarrassment, lack of information and/ or confidence regarding treatment options [1] . Conservative estimates of the cost to the National Health Service (NHS) of managing UI suggest that annual expenditure in 2001 was in excess of £350 million [3] , the majority spent on nonpharmacological interventions, i.e. surgery and secondary care [4] . The impact of UI on quality of life is well-documented, affecting as it does personal relationships, social activities, work, and emotional and psychological well-being [5] . Because of the scope and severity of the problems experienced by many of these women, it might be expected that they would be more inclined to present for treatment than is currently the case. While one possible explanation for under-presenting may relate to the stigma attached to incontinence, it is conceivable that other factors, such as the patient's psychological traits and states, may also play a part.
Current diagnostic and treatment guidelines [6] include a range of conservative, pharmacological and surgical interventions [7] . However, many of these recommendations are not based on high-quality evidence from randomised controlled trials, but rather on the opinions and experience of the Guideline Development Group [7] . It is worth noting that there is a considerable body of anecdotal and research evidence that suggests successful clinical treatment of UI does not necessarily correlate with patients' personal evaluations of outcome, quality of life or general satisfaction [8] . Given this, and the fact that psychological stress and distress may be implicated in UI, it would seem logical to suppose that individual predisposition, personality characteristics, traits and states could potentially play a role in the management of UI. If this contention carries any weight, then it would seem reasonable to consider the psychological status of women presenting with UI, on the basis that any factor adversely affecting recovery and outcomes might be managed alongside the clinical problems.
This very brief overview highlights three points that are germane to the current paper:
1. The low presentation rates of women with UI compared to population estimates of the condition might be in part a product of the stigma associated with incontinence, but it is also possible that individual differences may also influence whether or not a woman presents for treatment. 2. The role of psychological factors in UI, its nature, severity and outcomes, suggests that managing the clinical presentation of UI without simultaneously addressing the psychological correlates may be of less value than managing the patient as a whole.
3. There are a surprisingly high number of treatment guidelines contained in the National Institute for Health and Care Excellence (NICE) protocols that are based on clinical judgement, suggesting that factors other than those that are objectively quantifiable may be relevant to intervention decisions. In short, core personality characteristics might be a central factor in all aspects of UI, from initial presentation through to assessment of treatment outcomes.
There is extensive evidence that personality may be a significant correlate of: health and well-being, vulnerability to disease, recovery from illness and the ability to cope with chronic conditions [9] . Most clinical guidelines recommend that interventions are patient-centred, implying that individual differences may be important in coping, compliance and treatment outcomes [6] .
Components of hardiness
Relevant to this line of reasoning is the trait of hardiness. It is defined as a coping style which has the capacity to protect the individual against the adverse consequences of stress [10] and comprises three core components: control (personal feelings of mastery over life events), challenge (the predisposition to regard difficult situations as a challenge rather than a threat) and commitment (the ability to engage with daily life in a positive and constructive way). All three components involve behavioural, cognitive and affective approaches to coping.
Hardiness: an important correlate for health
Research conducted to date on the relationship between hardiness and health has been promising. As a dispositional trait, there is evidence that it is a better predictor of a range of health outcomes than other personal characteristics, such as locus of control, optimism or self-esteem [11] , and indeed several research studies demonstrate a convincing link between levels of hardiness and health status. For example, high levels of hardiness have been shown to be positively correlated with better outcomes for patients with chronic illnesses [12] , with lower levels of depression and fatigue in caregivers [13] and with recovery from traumatic events [14] . Similarly, hardiness has also been shown to be a factor in preventive health, with individuals high in hardiness being more likely to pursue positive health practices and to pursue effective health strategies [15] . A synthesis of the available evidence of the relationship between hardiness and chronic illness suggests that hardiness provides the individual with the capacity to adapt constructively and to shore up coping processes [12] .
Nonetheless, its promotion as a characteristic in a patient population may be counterproductive, since while it may enable individuals to withstand the effects of stress, it may also encourage them to ignore symptoms [16] .
Hardiness and UI
However, the balance of evidence tends to suggest that hardiness, through its enhanced sense of control, engagement with a problem and the reconstruction of the significance of an adverse event, may mediate the effective management of chronic conditions. It is surprising, therefore, that there is a paucity of hardiness research in the area of female UI, especially given the established interrelationship between psychological state and incontinence [17] . While the association is complex, it would seem that psychological morbidities may be implicated in both the cause of UI as well as its impactparticularly the woman's capacity to cope [18] . On this basis, then, it could be argued that if negative psychological states, such as depression and subjective distress, are associated with negative reactions to UI, then it might also be the case that the trait of hardiness might be related to its constructive management, both pre-and post-diagnosis. From this, a number of hypotheses emerge. Because of the disposition of hardy individuals to cope constructively with adverse events, it could be reasonably hypothesised that women who are high in hardiness might: If these preliminary hypotheses have any substance, they have clear indications for clinical practice. Firstly, late presentation with UI may compromise effective clinical treatment, and therefore it would seem imperative to capture the problem in its early stages. Conversely, in early presentation, where minor symptoms or the thought of symptoms (which may be as debilitating and tie into catastrophic behaviour) have a huge impact, improvements may be more difficult to achieve. In this sense, the predisposition of the hardy individual to cope with adversity by pursuing their own autonomy may militate against early diagnosis of UI and therefore against successful treatment.
There is also a possibility that hardy women may be more inclined to seek medical help once they have recognised that their own resources for coping with UI are insufficient. On the other hand, it could be hypothesised that low hardy women with UI are less likely to present for treatment, as according to some authors [10, 24] low hardiness is clinically linked to avoidance of coping mechanisms.
To establish whether or not severity of symptoms/late presentation of UI is linked to high hardiness (and early presentation and fear of the impact of symptoms is associated with low hardiness) scores, a measure of this characteristic could be routinely used at the point of referral. With regard to the second hypothesis, it might be expected that women presenting to the specialist UI clinic may report differential levels of distress and quality of life relative to their hardiness ratings. Given that the hardy individual may re-construe the symptoms of UI as a challenge to be overcome, it is conceivable that they may also underestimate the severity and significance of the symptoms and their associated problems, while having higher quality of life appraisals than might be expected from the clinical presentation. Conversely, low-hardiness women might overstate symptoms and their impact. Either way, realistic evaluation of the problem may be of value in managing the reality of UI. Failure to recognise this as a factor may, for example, result in a woman who has a "good outcome" clinically in symptom resolution, but the fear of failure, or failure to restore confidence, means that behaviour patterns remain and there is no improvement in reported quality of life despite symptom moderation/cure.
The third hypothesis suggests that women high in hardiness, because of their high sense of commitment and control, may be more likely to comply with clinical intervention, such as pelvic floor exercises, while women low on this trait may display less compliance. Given the importance of selfmanagement through, for example, diet and exercise [19] as stand-alone or adjuvant therapy for UI, those individual differences that promote greater compliance might be worthy of investigation and development. Here, the associated dynamic state of resilience, with its potential for change and modification, may be relevant in the management of UI.
Some authors suggest that resilient/hardy women can implement necessary lifestyle modifications in order to avoid UI [20] . While the trait of hardiness is unlikely to respond to significant modification, since it is inherently stable, the associated transitory state of resilience offers more opportunity for change, and there are several examples of such training programmes [21] [22] [23] . In this context, teaching patients coping strategies to manage their UI may help to decrease the severity of the condition or avoid its development.
Holding objective clinical measures constant, it would be anticipated that patient satisfaction with treatment and quality of life scores would be greater in women recording higher levels of hardiness, on the grounds that the three core factors subsumed under hardiness would render them more positive about their experiences and current health/UI status, irrespective of clinical condition. If this hypothesis was supported, then it would go some way towards explaining the documented variations in personal perceptions of treatment outcomes relative to actual clinical outcome. Finally, these components of hardiness may render women high on hardiness to be able to withstand any shortcomings in treatment and subsequent problems associated with UI.
The hardiness scales
Underpinning these predictions are a number of methodological issues that would need to be resolved before any research study could be initiated, of which a key one is the selection of an appropriate hardiness scale that would be valid, reliable and relevant to the population under consideration. Screening for hardiness can improve clinical care in various contexts [24] . While a number of such scales are available (e.g. The Dispositional Resilience Scale, Bartone et al., 1989 ; The Mental Toughness 48 Questionnaire, Clough et al., 2002; The Resilience Scale, Wagnild and Young, 1993) [25] , they vary considerably in their psychometric properties, ease of use, development credentials and relevance for specific samples. For any sort of hardiness assessment to be routinely carried out either in primary care or in specialist urogynaecology clinics, it would be essential for the instrument to have demonstrable application and sample relevance, to be easy to use and interpret and to have the sensitivity and the discriminant and predictive capacity to be able to identify those women whose levels of resilience may impede the management of their UI. Once that had been established, then the selected scale could be routinely used on all consenting women presenting with UI and reissued at various stages in their treatment to investigate whether or not the theoretical links between hardiness and UI highlighted in the hypotheses exist. If any of the hypotheses were found to be supported, then the findings would make a case for using psychological programmes to develop those characteristics that predisposed women to respond optimally to interventions.
The above case for routinely assessing and using personal resilience as a means of enhancing the management of UI is, as yet, just speculation, but the argument for investigating its possible role in the evolution and management of UI is a compelling one. Undoubtedly, there is a wealth of incontrovertible evidence that attests to the range of personal characteristics that play a part in health and illness; it is entirely plausible, therefore, that hardiness, with its ability to mediate stress and distress, should be a relevant factor in a condition whose scope, severity and successful treatment are so heavily affected by these characteristics.
